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Patient Name: ___________________________________________________ DOB: ______________________

Address: ____________________________________________________ City: __________________________

State: ______________ Zip Code: ____________________ email:_____________________________________

Home Telephone: ______________________________ Work Telephone: ______________________________

Relationship Status (if minor, please give status of parents):    Single     Married      Divorced    Widowed

                                                                                                                       (Please Circle)

Person responsible for bill payment :

Name(s): ___________________________________________________________________________________

Address: ___________________________________________________________________________________

City: __________________________________State: ________________ Zip Code: ______________________

Please tell us your personal preferences to guide us in how to best work with you (i.e., nickname, etc.)

_____________________________________________________________________________

What prompted you to seek our services at this time? _______________________________________________

__________________________________________________________________________________________

---------------------------------------------------------------------------------------------------------------------

 How did you find us?       Web       Physician/Therapist        Friend          Family         Other_________________

                                                                                      (Please Circle)

If physician/therapist referred you, would you like us to communicate with them?  yes _______   no________

Name: __________________________________

Address: ________________________________ State: _____________ Zip Code: ____________________

*Please note, we must have complete address information to send a thank you letter or other communication.  

If you would like a summary of our findings forwarded to your healthcare provider or another clinician, please fill out a “release of information’ authorization form. 

----------------------------------------------------------------------------------------------------------------------------------------

Health Insurance Portability and Accountability Act (HIPAA)

By signing this document, I am acknowledging that I was given the HIPAA Patient’s Services Agreement with regards to the use and disclosure of my personal information.  I acknowledge that I am in agreement with the Hallowell Center policies. 

                     ____________________________________________        _________________________ 
                                               (Signature)                                                            (Date)
